Every year 7000 people die from obesity and another 13 000 people die by wrong diets in The Netherlands. Part of this problem can be solved when the communication between general practitioners (GPs) and patients about nutrition and diets improves. There are four activities that can contribute greatly to the communication between GPs and their patients. (1) GPs can ask nonjudgemental questions that help to understand their patients' perspective on the illness, its causes and possible treatments.
Dutch people need to change their diets as soon as possible. According to a recent report of the National Institute for Public Health and the Environment (RIVM), 7000 people die from obesity every year. Another 13 000 people die by wrong diets (Kreijl et al, 2004) .
General practitioners (GPs) can decrease these outcomes. They can play an important role in initiating and encouraging dietary change. GPs are the only professionals within the healthcare systems who have continuous contact with almost all segments of the population (Van Weel, 1999) .
The GP uses these contacts to prevent diseases. They give warnings about the negative influence of alcohol and cigarettes. They stimulate people to do sports or exercise for fitness. Changing diet habits is one of the most important and underestimated key factors to prevent diseases. Yet, GPs are reticent to give advice about nutrition. If GPs take these responsibilities for several matters as mentioned, why don't they do it for diets?
The answer is clear. They perceive barriers and self-efficacy factors that stop them from giving advice about healthy diets (Hiddink et al, 1997) . Within an open liberal and democratic society, GPs see diet as an individual responsibility. GPs do not likely interfere in intrapersonal or family life. It is perceived as paternalism, telling 'we know what is good for you!'. This is what we see as a paradox. A GP can stimulate the individual or parental responsibility without autocratic behaviour.
Moreover, 54% consumers respond that they think the government should intervene in lifestyle change (van Kasteren, 2004) . Especially people from 18 to 34 years think that the government should intervene (64%).
By using the right communication skills, practitioners can be effective in empowering the adherence to healthy diets. This article will first highlight what GPs can do to overcome the barriers by using communication skills. Secondly, it will explain how parties that achieve a mutual understanding can develop a shared solution.
Barriers to overcome, trust to build ony
Practitioners perceive many barriers that stand in the way of effective health advice. Examples are a lack of knowledge, training and education, skills, time and a lack of patient motivation (Hiddink et al, 1997) . As stated above, the urge to overcome these barriers is increasing. Therefore, practitioners must start to take action. They can change the predicted future.
First, take the advantage of knowing that GPs were preferred over 10 other potential nutrition information resources. Patients have trust in their practitioners. Therefore, practitioners should believe in their own strength to be able to have an important influence.
Secondly, practitioners should know that it is 'better to do something than nothing' about the nutritional habits of their patients. The clear key principles of healthy food stated by the National Nutrition Centre (het Voedingscentrum) and the 'dietary guidelines' are good starters to tell patients about (www.voedingscentrum.nl). Moreover, practitioners can be educated by e-media. Digital materials to help doctors with nutrition work do exist and others are being developed (Kolosa, 1999; Maiburg et al, 2003) .
Thirdly, it is the task of the practitioner to believe in the motivation of the patient. Although GPs might have had bad experiences in the past, these experiences do not predict the future. GPs should start an intervention with the attitude that every patient is different. Therefore GPs should each time try to find the right approach that can stimulate patients to change their behaviour. A study by Thomas et al (2002) shows that receipt of physician's advice to change exercise and dietary habits was a strong predictor of attempts to change lifestyle habits. These results support the positive impact of GPs' advice on the motivation of patients to change. Only a minority (23%) of the population participating in the telephone survey, however, reported having received such advice.
It has been shown that GPs do not accurately estimate their patients' readiness to change their diets (Verheijden et al, 2005) . Therefore, GPs should repeatedly ask their patients about their interest in lifestyle change. They can use the support of instruments that are able to assess the motivation of the patient (Curry et al, 1992; Verheijden et al, 2005) . Cotugna et al (1992) found that the most common reason why patients choose to stay at the food they currently eat is simple. They like it. Then why should you change your diet? The second most common reason is that people think they are eating healthy food already. The third most common reason is that they find the proliferation of recommendations more confusing than helpful.
These three reasons for the lack of adherence can all be influenced by the communication between the practitioner and the patient. The next section is on how to use communication skills to make the change.
Proven influence
There are four activities that can contribute greatly to the communication between patient and practitioner (Like, 1998) . What the practitioner can do: It is an investment of time on the part of the practitioner that will show the patient that practioner is sincere in wanting to learn about his/her patient. The patient feels respected and will be more likely to respond honestly and completely. 2. Listening carefully to patients' replies, trying to pick up clues to their understanding as well as their ability to adhere to a recommended treatment (Jaret, 2001 with your patients to set these types of smaller goals may lead to greater success with behaviour change in the long term (Masley, 1998) . 4. Involving the patient in active problem solving. Most adults are better able to pay attention and remember instructions if they are involved in identifying their problems and seeking practical solutions. For example, a patient is not supposed to drink alcohol. You might find out that he is more concerned with offending members at a party than he is with following your advice. You might suggest a role-play in this case; ask patients to pretend that they are explaining their health problems and the necessary care to others. This will reveal how well they understand their illness and treatment, and help to clear up any misconceptions (Like, 1998) .
Thus, if practitioners want their patients to adhere, time and energy must be invested. Essential is to understand and to accept the viewpoint and social context of the patient. If there is a mutual understanding-the patient is aware of the responsibilities and good intentions of the practitioner-this will gain trust on which the difficult behavioural changes can be built on.
It takes two to tangoy
In the last two activities (setting goals and solving problems), the way decisions are made is crucial. With changing diets, there's no 'right' treatment. The investment of patients to change their behaviour can be high, and outcomes are uncertain. Therefore, it is important that individual values and preferences are known and respected and that there is a doctor-patient partnership in decision making. Patients in these situations are likely to feel vulnerable and may not initiate such a discussion; it is the doctor's responsibility to ensure that this occurs.
Shared decision making has been introduced as a proposed middle ground between paternalistic decision making in which the physician prescribes the new diet and what has been termed 'informed' or 'consumer' choice where decisional responsibility is placed with patients (Wensing et al, 2002) . Only in the shared approach do GPs commit themselves to an interactive relationship with patients in developing a treatment recommendation that is consistent with patient values and beliefs. Charles et al (1999) argued that shared decision making is only possible if the following four key characteristics are evident:
(1) Both the patient and the doctor are involved in the decision-making process. The physician must establish an atmosphere in which the patient feels that their views about various treatment options are valued and needed. (2) Both parties share information. Doctors and patients both have knowledge that is relevant for the consultation. Doctors have technical knowledge about possible solutions to medical problems. Patients have, through experience, immersion in their culture and past discussion, ideas about what is happening to them (Tuckett et al, 1985) . They also have preferences that encompass a range of issues such as beliefs in the necessity or otherwise for a prescription and the extent and type of side effects they would be willing to tolerate. Both parties need to participate in the consultation to discuss their respective beliefs. (3) Both parties take steps to build a consensus about the preferred treatment. Physician participation also includes helping the patient conceptualize the processes of weighing risks and benefits and asking patients questions in order to ensure that the assumptions underlying their treatment preferences are based on fact and not misconception. (4) An agreement is reached on the treatment to implement.
Shared decision making involves the physician sharing treatment recommendation with the patient and/or affirming the patient's treatment preferences. Charles et al (1997) argued that these four characteristics are necessary but not sufficient criteria for classifying an interaction as shared decision making. They, along with Coulter (1997) , noted that the commitment of both parties to engage in the decision-making process is crucial, although the extent of involvement may vary. Not all patients will want to take control of their medical care, but it is still important that their concerns, desires and values are incorporated into decisions about their care (Guadagnoli & Ward, 1998; Stevenson et al, 2000) .
1. Is obesity a problem for several family members? Yes.
You might make fat reduction a family goal. Reduce the level of oil or fat in three dinners a week instead of every meal 2. Is your family accustomed to using soy sauce with most meals? Yes.
You might use reduced-salt soy sauce. Figure 2 Possible questions and solutions during setting realistic goals.
→ →
One study of 15 overweight children found that even when involvement in the decision made no difference in the type of weight-loss programme assigned, the seven children who thought they had chosen their own treatment programme lost more weight than the children who thought they had no choice (Mendonca & Brehm, 1983) . The best way of making decisions depend on the type of patient. For example, some patients may have gained enough confidence and gathered enough information to make the decision on his or her own. Assessing patients' preferences for participation in making decisions about diets is an ongoing task for the doctor, rather than an assessment made, either implicitly or explicitly, at the outset of the encounter. Therefore, it is important to listen to patients and watch their body language carefully to make an accurate assessment of the decision-making status of their patients.
Cue to action
The Stages of Change model (Prochaska & DiClemente, 1982 describes the behaviour of change through a series of five distinct stages, based on people's perceptions of their current behaviour and their intentions for future behaviour change. The stages of behaviour change as follows; precontemplation (1), contemplation (2), preparation (3), action (4) and maintenance (5). During every stage, it is possible to intervene as a practitioner. Measuring the individual's stage of change can help select the appropriate intervention. GPs should, therefore, ask their patients how they feel about changing their lifestyles. However, assessing the stage should be based on peoples' self-perceived diet combined with results from an objective dietary assessment method. These results are used as an integral part of the counselling strategy to increase patient knowledge (Verheijden et al, 2002) . On the basis of the Stage of Change, the practitioner provides motivation, information and confirmation at the right times to facilitate and accelerate the behaviour change process (see Figure 3) . Lifestyle change needs a general practitioner's continuous focus and attention. As patients often progress and regress through the Stages of Change, last consultation's assessment of patients' readiness to change may no longer be valid at a new consultation (Verheijden et al, 2002) .
How to go from promises into action y
The most important stage of the Stages of Change is the action stage. What will make sure that individual patients indeed start to change their diets? The most important task of the practitioner is making sure the motivation of the patient to change is high. This means that even small changes should be positively rewarded. Set realistic achievable goals (see Figure 4) . Within their families and friends, find 'buddies' and 'peers' to provide shoulders to lean on (Jaret, 2001 ). GP's must make sure that their patients trust them and dare to be honest to them. This means foremost to keep an open mind. Avoid showing any judgement if patients relapse.
What good practitioners do y is coaching
The practitioner should avoid prescribing healthy lifestyles that a patient should follow. Neither should he persuade patients to change their diets. The practitioner should be more along the sideline, empowering patients, helping them develop their own healthy lifestyles. Looking at it, the role that the practitioner plays in changing to healthy lifestyles is more similar to a coach. Therefore, the practitioner as coach should do the following to enhance the adherence of patients to healthy lifestyles.
Collect support materials ready to provide; * Simple pamphlets with motivational messages.
(elevate energy level) I think you can do it.
(after a relapse) That's a pity, but this is the reality. What are we going to do about it next?
(after setting a goal) I have enough confidence in what I have seen so far to assume a good result.
(after setting a goal) You would be proud of yourself if you could keep this schedule. -If I come home from work on Tuesday and Thursday, I'll first go for a half hour walk to the supermarket.
-At work, I'll no longer have a candy jar near my working place.
-After dinner, my family and I will only take a desert at the weekends. Patient-centred care focuses on meeting the needs defined by the patient. Having patients set their own health goals along with the assistance and support of the interdisciplinary team may have a positive impact on patient perceptions of their health status. Learn about your patients' motivation by active listening. Use questionnaires to find out about patients' motivation. And talk about the barriers that patients perceive. During these consultations, strongly focus on nonverbal cues. Construct follow-up plans with follow-up visits, telephone support or chart reminders to reinforce change. Take a look at the possibilities of e-pill.com. Use simple ways to track patients' dietary status and compliance (food monitoring), for example via the internet. Give permanent confidence to raise the self-confidence of the patient.
GPs can be effective in modifying behaviour if they prepare their communication steps. It will strengthen the relationship with their patients if patients achieve small successes in changing their nutrition patterns. In the near future, GPs should be trained in applying the four activities that enhance the communication between GP and their patients. When the power of communication is used in the best possible way, a decrease in people dying from obesity and wrong diets can be expected.
Discussion after Baartmans Van Binsbergen. Some obese patients already are sick; then we have the problem of secondary prevention. They will be more motivated to change. That makes a difference. Van Weel: There is long list of other problems where in the same way GP's can make a contribution, but it is obvious that the GP will not (alone) solve obesity in the population. We have to make the population aware of the problem, and industry. There will be always a group in society with low chances, and they need a GP to help them. Brug: Obesity is the most difficult problem that we see. Since obesity is not a single behaviour, but the result of 2500 different behaviours. For every single behaviour you can apply the stages of change model. Somebody may be in the action stage for low fat milk, but in the precontemplation stage for reducing soda consumption. Truswell: I do believe that what has changed during the last 3 y in society has made it easier for doctors to speak out about it. A few years ago, if the doctor would have said to the patient: 'You look a bit too fat', some patients might have felt insulted. Overweight was not taken seriously but now it is repeatedly in the media and politically important. Patients are more likely to accept being told they are overweight and prepared to discuss strategies to change it. Ockhuizen: I was thinking about the role of the family doctor. Let us be realistic. One-third of the population are overweight; this is up to 1000 patients of every GP. It takes three consultations to handle it; this is, 3000 consultations per year. I think this is too much for the average family doctor; the successful approach must be in the community setting. Baartmans: Real success in fighting your obesity can only be achieved if you have shoulders to lean on. The doctor is one of them. Doctors can empower patients when patients trust their doctor as being a professional. Their unique position compared to others is that doctors can build on earlier investments in an existing relationship. This advantage is exceptional. Other important roles are for family and friends and neighbours. We should inform doctors to take this relationship as a starting point and train them to stay positive in conversation with obese patients.
